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November  18,  1992 


Governor  James  G.  Martin 

State  Capitol 

Capitol  Square 

Raleigh,  North  Carolina  27601-2905 

Dear  Governor  Martin: 

On  behalf  of  the  members  and  staff  of  your  Task  Force 
on  Health  Objectives  for  the  Year  2000,  I  am  pleased  to 
submit  this  report  to  you.  It  presents  the  health 
improvement  objectives  we  recommend  and  a  plan  for 
their  achievement. 

Both  objectives  and  implementation  plan  have  been 
tested  in  the  field.  Leaders  in  six  counties  have 
reviewed  our  recommendations  and  developed  responsive 
health  improvement  plans  for  their  communities.  The 
creation  of  similar  community  task  forces  throughout 
the  state  is  the  key  element  in  the  implementation 
plan . 
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We  all  thank  you  for  the  confidence  expressed  by 
assigning  us  such  a  complex  and  vital  task.  We  hope 
that  our  work  will  provide  guidance  to  health 
improvement  initiatives  throughout  North  Carolina 
during  the  remainder  of  the  20th  century. 


With  our  best  wishes, 

William  G.  Anl/kn,  M.D, 
Chairman 
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EXECUTIVE  SUMMARY 

North  Carolina  is  blessed  with  medical  facilities  and  medical  care  equal  to  the  best  in  the  world.  In  spite  of  this, 
more  than  40  North  Carolinians  die  prematurely  each  day;  many  more  become  disabled,  exacting  enormous 
economic,  social  and  personal  tolls  upon  our  society.  Tragically,  most  of  these  deaths  and  disabilities  can  be 
prevented  by  changes  in  lifestyles. 

The  Task  Force  on  Health  Objectives  for  the  Year  2000  was  established  by  Governor  James  G.  Martin  in  August, 
1991  to  provide  the  citizens  of  North  Carolina  a  plan  to  prevent  this  unnecessary  loss  of  life  and  disability.  The 
Task  Force  was  directed  to  develop  a  list  of  health  objectives  that  could  be  used  by  communities  and  individuals 
to  improve  their  health  status  and  to  prevent  premature  death  and  disability. 

The  goals  of  these  objectives  are 

(1)  to  increase  the  span  of  healthy  life; 

(2)  to  reduce  health  disparities  among  the  disadvantaged;  and 

(3)  to  emphasize  preventive  health  services. 

These  objectives  have  common  characteristics.  They  are  measurable,  realistic  and  cost  efficient.  They  benefit  the 
disadvantaged  of  our  state  and  they  emphasize  special  opportunities  for  intervention  at  the  community  level. 

The  Task  Force  developed  health  objectives  for  11  health  concerns. 

(1)  injury 

(2)  infant  mortality 

(3)  immunizations 

(4)  dental  decay 

(5)  physical  fitness 

(6)  nutrition 

(7)  sexually  transmitted  diseases 

(8)  abuse  of  tobacco,  alcohol  and  other  drugs 

(9)  mental  health 

(10)  chronic  diseases 

(11)  environmental  pollution. 

Each  recommendation  has  a  primary  goal  and  targets  needs  in  that  health  concern.  Data  are  included  for  each 
objective  that  show  the  current  status,  the  projected  trend,  and  the  target  goal  for  the  year  2000.  Many  strategies 
are  listed  to  serve  as  examples  to  the  communities  of  successful  approaches  to  reach  the  target  goal. 

Recommendations  are  included  in  this  report  to  help  communities  establish  and  reach  their  health  objectives. 
Unique  in  the  work  of  the  Task  Force  was  the  opportunity  to  field  test  its  recommendations  in  six  communities  in 
the  state  before  completing  this  report.  These  communities  were  chosen  to  provide  widespread  geographic 
exposure  and  special  opportunities  for  implementation.  Results  from  these  six  areas  of  the  state  have  enabled  the 
Task  Force  to  configure  and  refine  their  plan  based  on  the  experience  of  these  field  tests. 

The  Task  Force  also  makes  recommendations  for  future  monitoring  of  progress  on  these  objectives.  The  Depart- 
ment of  Environment,  Health,  and  Natural  Resources  has  been  designated  as  the  principal  agency  to  perform 
these  tasks.  A  staff  position  already  has  been  created  to  oversee  the  project,  and  the  State  Center  for  Health  and 
Environmental  Statistics  will  monitor  the  statistical  progress. 

The  Task  Force  is  comprised  of  25  outstanding  North  Carolina  leaders  who  represent  a  variety  of  health  care  and 
consumer  interests.  Their  commitment  to  this  activity  was  remarkable  and  intense.  It  reflected  the  perception 
that  the  emphasis  on  preventive  health  activities  and  lifestyle  modification  offers  the  people  of  North  Carolina  a 
very  special  opportunity  to  address  many  problems  in  our  health  care  system. 

The  health  objectives  set  by  The  Task  Force  are  realistic.  They  represent  a  cogent  approach  to  opportunities  and 
recommendations  designed  to  help  the  people  of  North  Carolina  improve  their  health  and  avoid  premature 
deaths. 
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I.  History  of  the  Task  Force 

The  Task  Force  was  formed  in  response  to  the  Healthy  People  2000  initiative  of  the  United  States 
Department  of  Health  and  Human  Services.  While  most  states  assigned  the  development  of 
Year  2000  improvement  objectives  to  Health  Department  staff,  North  Carolina  chose  a  participa- 
tive approach  involving  health  care  providers,  consumer  organizations,  and  representatives  of 
the  public. 

The  basic  concept  is  that  a  health  promotion  agenda  for  North  Carolina  should  be  developed 
and  "owned"  by  a  broad  coalition  of  those  concerned  with  the  health  of  North  Carolinians. 
Further,  if  that  agenda  is  to  stimulate  and  guide  effective  steps  toward  healthier  living,  it  must 
be  directed  toward  and  accepted  by  the  communities  in  which  our  people  live.  In  effect,  the 
Task  Force  represents  a  joint  effort  of  public  and  private  organizations  to  address  the  most  basic 
of  issues:  "How  can  we  best  improve  the  health  of  our  people  during  the  last  years  of  the  20th 
century?". 

By  Executive  Order  No.  148,  Governor  Martin  created  the  Governor's  Task  on  Health  Objectives 
for  the  Year  2000.  The  Order  charges  the  Task  Force  with  the  development  of  measurable, 
challenging,  and  attainable  health  improvement  objectives  that: 

•  Increase  the  span  of  healthy  life; 

•  Reduce  health  disparities  among  the  disadvantaged;  and 

•  Emphasize  preventive  health  services  and  healthy  lifestyles. 

The  Governor  appointed  to  the  Task  Force  the  25  representatives  of  key  organizations  and  the 
citizenry  listed  on  the  title  page  of  this  report.  A  list  of  the  organizations  represented  is  shown  in 
Appendix  A  on  page  34. 

Dr.  William  G.  Anlyan,  Chancellor  Emeritus  of  Duke  University,  served  as  Chairman.  Dr. 
Thad  Wester,  Deputy  State  Health  Director,  was  Vice  Chairman.  Lynn  Chandler,  a  health  care 
consultant,  was  retained  as  Executive  Director. 

At  the  time  the  Task  Force  approach  was  conceived,  the  state  was  experiencing  a  major  shortfall 
of  tax  revenues  and  no  governmental  funds  were  available  to  support  such  an  effort.  Through 
the  generosity  of  the  Kate  B.  Reynolds  Health  Care  Trust,  however,  funds  were  provided  to 
cover  the  costs  of  staff  and  operations. 

The  North  Carolina  Hospital  Association  provided  meeting  facilities.  Blue  Cross  Blue  Shield  of 
North  Carolina  made  resources  available  to  produce  this  report.  The  Department  of  Environ- 
ment, Health,  and  Natural  Resources,  Department  of  Human  Resources,  Department  of  Public 
Instruction,  and  School  of  Public  Health  of  the  University  of  North  Carolina  contributed  essen- 
tial staff  support.  Six  local  health  directors  and  more  than  120  community  leaders  participated 
in  county  planning  groups.  Perhaps  the  most  valuable  contribution  of  all  has  been  that  of  the 


Task  Force  members  themselves.  Much  of  the  work  of  the  Task  Force  was  done  in  committees. 
Initially,  four  committees  examined  the  health  problems  of  age-specific  categories.  These  com- 
mittees were: 

CommitteeChair/Vice  Chair 

Children  Adults 

Earl  Trevathan,  MD  Michel  Ibrahim,  MD 

Vivian  Woodall,  EdD  Malcolm  McAllister,  DDS 

Adolescents /Young  People  Older  Adults 

Charles  Johnson,  MD  Vera  Robinson 

Shellie  Pfohl  Edward  McCauley 

Improvement  objectives  were  developed  for  each  category  to  meet  the  following  criteria: 

1.  Target  conditions  that  affect  the  health  of  large  numbers  of  North  Carolinians  in  the  age 
category  being  studied  or  in  a  subsequent  one. 

2.  Be  numeric  in  terms  of  the  improvement  proposed  and  measurable  by  data  currently 
available  or  that  can  reasonably  expected  to  be  made  available. 

3.  Call  for  an  improvement  that  is  ambitious,  but  possible. 

4.  Be  attainable  by  health  promotion,  health  protection,  and  preventive  services  -  as  opposed 
to  intensive  treatment. 

5.  Address  the  needs  of  large  subgroups  experiencing  health  problems  more  frequently  than 
the  general  population. 

6.  Concern  mental  as  well  as  physical  health. 

7.  Be  supported  by  practicable,  effective  recommendations  for  action  at  the  community  level 
(recommendations  to  provide  for  diversity  in  local  needs,  interest,  and  resources). 

Age-specific  proposals  were  combined  into  the  final  set  of  11  basic  objectives  by  the  full  Task 
Force.  During  this  process,  the  Task  Force  called  on  health  agency  staff,  care  providers,  and 
representatives  of  minority  groups  to  present  information  and  recommendations.  A  list  of  those 
making  presentations  is  included  in  Appendix  B. 

A  challenging  assignment  within  the  Governor's  charge  to  the  Task  Force  was  to  develop  a  plan 
to  meet  its  proposed  objectives.   With  a  primary  emphasis  on  lifestyle  changes  and  other  pre- 
ventive measures,  an  effective  plan  will  affect  the  actions  of  individual  North  Carolinians.  The 
Task  Force  soon  concluded  that  doing  so  will  require  the  involvement  of  community  leaders 
throughout  the  state. 


To  this  end,  a  community  based  planning  process  was  tested.  In  six  counties,  local  health  direc- 
tors convened  community  leaders  representing  local  government,  health  and  human  service 
providers,  schools,  churches,  employers,  minorities,  and  other  organizations.  They  were  pro- 
vided with  mortality  data  and  other  county-specific  health  statistics.  The  goals  and  planning 
process  used  by  the  Task  Force  was  explained  and  the  community  groups  challenged  to  develop 
their  own  health  improvement  objectives. 

The  test  site  communities  were  selected  to  provide  a  variety  of  geographic  locations,  rural  and 
urban  characteristics,  and  special  populations.  They  were:  Wilmington/New  Hanover  County, 
Winston-Salem/Forsyth  County,  Goldsboro/Wayne  County,  Boone/Watauga  County, 
Edenton/Chowan  County,  and  Hendersonville/Henderson  County. 

Results  from  these  test  sites  confirmed  the  theory  that  creating  community  based  task  forces  is 
the  most  promising  approach  to  effective  implementation.  Given  guidance  and  support,  com- 
munities will  set  their  own  objectives  and  find  means  to  achieve  them.  Therefore,  this  report 
recommends  that  each  county  create  a  community  based  task  force.  It  also  recommends  that 
communities  that  have  developed  appropriate  objectives  and  action  plans  be  given  priority  for 
any  federal,  state,  and  foundation  funds  associated  with  the  Healthy  People  2000  initiative. 

During  the  last  several  months,  the  Task  Force  formed  two  new  committees.  One,  chaired  by 
Mr.  Ken  Baker  and  Ms.  Sheila  Cromer,  planned  the  Healthy  Carolinians  2000  conference.  The 
other,  chaired  by  Dr.  Gary  Bean  and  Mr.  Leonard  Wood,  supported  the  test  site  process. 

The  Department  of  Environment,  Health,  and  Natural  Resources  has  created  the  position  of 
Director,  Healthy  Carolinians  2000  Program  to  support  community  Task  Forces.  Ms.  Sarah 
Ahmad,  MPH,  has  been  appointed  to  that  position.  She  may  be  reached  at  the  Department's 
Raleigh  office. 

On  September  24, 1992,  the  Governor  extended  the  life  of  the  Task  Force  for  an  additional  two 
years.  During  that  time,  its  role  will  be  to  encourage  and  formally  recognize  the  creation  of 
community  based  Task  Forces  throughout  the  state. 


II.  The  Health  Problems  of  Disadvantaged  People 

The  Governor's  charge  to  the  Task  Force  included  instructions  to  address  health  disparities 
among  the  disadvantaged.  The  Task  Force  recognized  that  the  term  "disadvantaged"  can 
include  many  persons.  However,  the  Task  Force  believes  it  appropriate  to  concentrate  on  two 
large  groups:  persons  with  low  incomes  and  those  of  minority  races.   Recent  studies  indicate 
that  persons  with  incomes  less  than  200%  of  the  Federal  poverty  level  experience  significant 
disparities  in  health  status.  Statistics  for  minorities  indicate  higher  levels  of  premature  death  as 
well  as  increased  frequency  of  morbidity  and  disability. 

The  Health  Gap 

Most  of  North  Carolina's  mortality  and  morbidity  statistics  are  not  specific  as  to  family  income. 
Those  that  are,  however,  indicate  that  most  low  income  families  have  similar  disparities  in 
health  status.  This  conclusion  is  supported  by  national  data  for  low  income  people  that  parallels 
North  Carolina  statistics. 

Further,  those  health  statistics  that  are  race  specific  normally  identify  only  two  categories: 
"White"  and  "Non white".  However,  these  limited  data  do  provide  striking  examples  of  the 
disparities  that  do  exist.  Consider  the  following: 

•  Heart  disease  is  the  leading  killer  of  minority  males,  occurring  at  a  rate  24  percent  higher 
than  that  for  white  males; 

•  Minority  females  are  three  times  as  likely  to  die  from  diabetes  as  white  females  and  minor- 
ity males  twice  as  likely  as  white  males; 

•  Black  babies  die  at  about  twice  the  rate  of  white  babies; 

•  Only  38  percent  of  blacks  with  cancer  survive  five  years  after  diagnosis  as  compared  with 
50  percent  of  whites; 

•  Minority  males  have  a  rate  of  homicide  four  times  that  of  any  other  race-sex  group  -  the 
most  dramatic  of  all  health  gaps. 

Some  differences  in  survival  and  health  are  not  explained  by  poverty  and  other  environmental 
factors.  These  differences  must  be  ascribed  to  racial  and  social  factors  not  easily  identified. 
North  Carolina's  diverse  population  cannot  be  placed  in  neatly  circumscribed  categories  and  the 
needs  of  its  disadvantaged  people  defy  simple  solutions.  Rather,  those  needs  will  be  met  best  by 
local  initiatives  that  encourage  each  disadvantaged  group  to  make  its  own  valuable  contribution 
to  solving  community  problems 

The  Task  Force  was  charged  to  propose  objectives  that  are  measurable  by  available  data.  There- 
fore, improvement  targets  for  "nonwhite"  people  have  been  established  as  the  best  available 
substitute  for  goals  specific  to  race  and  income  groupings. 


Solutions 

Much  of  the  health  disparity  suffered  by  the  disadvantaged  can  be  attributed  to  two  major 
causes:  Barriers  to  preventive  health  services  and  unhealthy  lifestyles. 

Full  achievement  of  the  Task  Force's  objectives  will  require  increased  expenditures  for  preven- 
tive and  health  promotion  services.  These  costs  will  be  small  when  compared  to  current  and 
future  expenditures  for  treating  preventible  disease. 

Community  action  is  needed  to  provide  access  to  and  promote  use  of  preventive  services  al- 
ready available.  Barriers  to  be  removed  include  inability  to  pay,  lack  of  transportation,  inappro- 
priate use  of  services  such  as  emergency  rooms,  and  low  motivation.  The  goal  would  be  to 
create  a  more  "user  friendly"  system  responsive  to  the  unique  needs  and  problems  of  each 
group  within  the  community. 

Lifestyle  issues  such  as  nutrition,  exercise,  and  substance  abuse  are  appropriate  targets  for 
community  projects  aimed  at  education  and  motivation.  They  are  also  logical  elements  of  health 
promotion  programs  by  the  employers  of  low  income  persons.  Specific  strategies  are  listed 
under  the  pertinent  objective  topics  in  Section  IV. 

Basic  to  all  efforts  to  reduce  the  health  disparities  of  the  disadvantaged  is  an  enhanced,  contin- 
ued flow  of  information.  The  Department  of  Environment,  Health,  and  Natural  Resources  has  a 
clear  mandate  to  monitor  the  health  of  all  North  Carolinians.  The  Task  Force  urges  the  Depart- 
ment to  expand  its  reporting  of  disease  outcomes  to  provide  effective  comparisons  among 
income  groupings,  races,  counties,  and  recipients  of  particular  services. 


III.  OBJECTIVES 

1.  INJURY  CONTROL 

Injuries  are  the  leading  cause  of  death  and  disability  for  North  Carolinians  between  the  ages  of  1 
and  44.  Since  so  many  young  people  are  affected,  injuries  represent  the  largest  loss  of  healthy 
years  suffered  from  any  cause.  The  primary 
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sources  of  injury  deaths  are: 

•  Motor  vehicles 

•  Suicide 

•  Homicide 

•  Falls 

•  Fire 

•  Drowning 

Few  injuries  can  be  considered  "Acts  of  God." 
Rather,  they  are  caused  by  human  behavior 
that  can  be  prevented.  Communities  that  value 
the  lives  and  health  of  their  young  people  can 
act  to  prevent  and  reduce  the  effect  of  injuries. 

THE  OBJECTIVE 

Primary  Goal:  Reduce  overall  injury  mortality  by  15%. 

Special  targets:  Reduce  motor  vehicle  deaths  among  persons  ages  15-24  by  25%. 

Reduce  homicides  among  non-white  males  by  25%. 

BASELINE  DATA 

Indicator 

Injury  deaths 

Motor  vehicle 
Ages  15-24 

Homicides 
Nonwhite  Males 

*Unless  noted  otherwise,  all  rates  are  per  100,000  population. 

NOTE:  APPENDIX  C  DESCRIBES  THE  SOURCES  OF  THESE  AND  ALL  OTHER  NUMERIC  DATA 
PRESENTED  IN  THIS  SECTION. 


1988-90  Rate* 
(Deaths) 

2000  Projection 
(Current  Trend) 

2000  Objective 

71.0 
(4,666) 

72.2 
(5,326) 

61.4 
(4,527) 

39.4 
(424) 

39.4 
(396) 

29.6 
(297) 

40.7 
(302) 

39.3 
(333) 

29.5 
(250) 

GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Increase  seat  belt  use  to  at  least  85%.  (Tighter  enforcement  of  current  law  by  local  police; 
spot  check  surveys  and /or  distribution  of  "Buckle  up"  notices  by  civic  clubs.) 

2.  Discourage  drinking  and  other  drug  use  while  driving.  (More  stringent  suspension/revoca- 
tion of  licenses  of  younger  drivers.) 

3.  Reduce  alcohol  abuse  (See  strategies  on  page  21). 

4.  Provide  family  oriented  assistance  to  break  both  the  "cycle  of  violence"  and  the  "cycle  of 
poverty."  (Joint  efforts  by  schools,  social  service,  and  mental  health  agencies  to  identify  and 
provide  help  to  troubled  families  and  young  people.  Make  educational  materials  available 
to  all  families.) 

5.  Educate  young  males  in  conflict  resolution.  (Involve  appropriate  role  models  -  coaches, 
athletes,  and  student  leaders  -  in  school  based  training  and  "buddy"  arrangements;  set  up 
training  programs  as  sentencing  alternatives  for  violence-related  misdemeanors.) 

6.  Provide  poison  treatment  kits  and  accident  prevention  training  to  households  with  infants. 
(Solicit  merchant  or  civic  club  funding  of  kits  to  be  provided  to  parents  at  time  of  birth  -  kits 
to  include  syrup  of  ipecac  and  pictorial  checklists  of  home  hazards;  include  accident  pre- 
vention training  in  hospitals,  physician's  offices,  and  clinics.) 

7.  Reduce  access  to  firearms  by  violence-prone  persons.  (Age  and  criminal  record  restrictions 
on  purchase  of  weapons  and/or  ammunition.) 

8.  Enhance  physical  fitness  of  older  and  obese  persons  to  reduce  risk  of  falls.  (Exercise  clubs 
and  counseling  by  health  care  providers.) 

9.  Conduct  fire  risk  inspections  of  homes  and  provide  smoke  detectors  free  or  at  low  cost. 
(Local  fire  departments  to  train  or  provide  inspectors;  smoke  detectors  to  be  funded  by 
insurance  companies  or  civic  clubs  and  offered  as  incentives  for  allowing  inspections.) 

10.  Pass  legislation  to  require  child  proof  fencing  of  swimming  pools  and  urban  ponds.  (State 
legislation  or  local  ordinance) 

11.  Teach  "survival  swimming"  as  part  of  elementary  school  physical  education.  (Specify  as 
element  of  competency  testing;  use  Boy  Scouts  and  Girl  Scouts  as  instructors.) 

12.  Make  car  seats  available  for  loan  to  all  families  with  infants.  (Civic  club  projects  in  conjunc- 
tion with  hospitals.) 


2.  MATERNAL  AND  INFANT  HEALTH 

North  Carolina  has  for  many  years  had  one  of  the  highest  infant  mortality  rates  in  the  nation.  In 

1988,  the  state's  infant  mortality  rate  was  the  highest  in  the  United  States.  Much  of  this  loss  of 

life  is  caused  by  the  birth  of  underweight, 

fragile  babies  to  young  and/or  unhealthy 

mothers.  Such  births  also  produce  thousands 

of  handicapped  children  who  require  very 

expensive  care  and  lifelong  support  services. 

There  are  effective  measures  such  as  family 

planning  and  prenatal  care  that  can  ensure  that 

more  of  the  state's  children  are  born  healthy. 


THE  OBJECTIVE 
Primary  Goals: 


Reduce  total  infant  mor- 
tality rate  by  30%. 
Reduce  nonwhite  infant 
mortality  rate  by  40% 


INFANT  DEATHS 
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Special  Targets: 


Reverse  trend  of  low  birth  weight. 

Reverse  trend  of  pregnancies  among  girls  less  than  age  18. 


BASELINE  DATA 


Indicator 

Deaths  per  1,000  live  births 
(Number  of  deaths) 

Total 


Nonwhite 

Percent  low  birth  weight 
(Events) 

Total 


Nonwhite 


1990 


10.6 
(1,110) 

16.6 
(530) 


8.0% 
(8,358) 


12.4% 
(4147) 

Pregnancies  Per  1,000  girls  age  15-17 

(Pregnancies) 

Total  72.0 

(9,453) 


Nonwhite 


107.8 
(4,433) 


2000  Projection 
(Current  Trend) 

2000  Objective 

8.6 
(954) 

7.4 
(666) 

14.5 
(483) 

8.7 
(290) 

8.2% 
(7,650) 

7.0% 
(7,200) 

13.7% 
(4568) 

10.4% 
(3468) 

85.0 
(11,958) 

63.0 
(8.862) 

123.8 
(5,092) 

86.7 
(3,566) 

GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Strengthen  family  life  education  in  schools.  (Provide  age  appropriate  instruction  about 
reproduction  and  family  responsibilities  from  kindergarten  through  high  school;  test  for 
knowledge/attitudes  and  publicize  results  by  class  and  school.) 

2.  Increase  access  to  pregnancy  prevention  services.  (School  personnel  to  provide  or  facilitate 
services;  identify  and  eliminate  barriers  to  use  of  family  planning  health  services,  e.g. 
transportation,  hours  of  operation,  ignorance.) 

3.  Expand  community  education  regarding  causes  of  infant  mortality.  (Involve  churches, 
social  groups,  employers,  media.) 

4.  Expand  pregnancy  prevention  projects  that  stress  life  style  decision  making.  (Involve 
community  groups  in  positively  oriented  efforts  that  use  appropriate  role  models) 

5.  Expand  male  involvement  in  pregnancy  prevention  efforts,  stressing  their  responsibilities. 

6.  Provide  adequate  prenatal  care  and  related  services  to  all  pregnant  women.  (Identify  and 
remove  barriers  to  services  -  provide  transportation,  publicize  medicaid  and  public  health 
services,  encourage  employers  to  facilitate  and  encourage  access.) 

7.  Assure  access  to  health  care  and  health  related  services  to  all  infants. 

8.  Expand  the  WIC  program  to  serve  all  eligible  clients. 

9.  Expand  availability  of  parenting  education,  including  content  on  safety,  appropriate  disci- 
pline, parent  stress  reduction,  and  child  development.  (Involve  minority  churches,  fraterni- 
ties, sororities,  and  dubs  in  development  of  racially  and  socially  appropriate  materials  and 
approaches.) 

10.    Encourage  employers  to  support  preconception  and  prenatal  services.  (Enhanced  insurance 
coverage,  financial  and  paid  leave  awards,  time  off  from  work  to  receive  services.) 


3.  IMMUNIZATION 


Immunization  is  the  classic  example  of  improving  public  health  through  effective  prevention  of 
disease.  Dread  diseases  such  as  smallpox,  diphtheria,  and  polio  have  been  conquered  through 
simple  immunization  measures.  Unfortunately,  diseases  preventable 
through  immunization  still  cause  many  illnesses  and  deaths.  Influ- 
enza and  pneumonia  shorten  the  lives  of  many  older  adults,  despite 
the  availability  of  vaccines.  Approximately  80  to  90%  of  all 
influenza  associated  deaths  occur  in  people  65  years  and  older. 
Preschool  children  are  especially  vulnerable  to  dangerous 
diseases  that  are  easily  prevented  by  vaccines. 


THE  OBJECTIVE 
Primary  Goal: 


Increase  immunization  levels,  especially 
among  younger  children,  persons  at  risk, 
and  older  adults. 


Special  Targets: 


Provide  timely  immunization  series  to  at  least  90%  of  children  before  age 
two. 


Provide  basic  immunization  series  to  at  least  98%  of  children  in  licensed 
child  care  facilities  and  kindergarten. 

Increase  to  at  least  80%  the  level  of  immunization  for  pneumonia  and 
influenza  among  institutionalized  persons  who  are  chronically  ill  or  over 
age  64. 


Note:  A  desirable  but  not  yet  measurable  objective  is  to  increase  immunization  for  pneumonia 
and  influenza  among  adults  over  the  age  of  64  to  at  least  60%.  (baseline  about  40%) 

BASELINE  DATA 


Indicator 

Basic  series — Under  two  years 

Basic  series  — 
Lie.  day  care 

Kindergarten 


1990 

2000  Objective 

55% 

90% 

93% 

98% 

95% 

98% 

Pneumonia  /flu- 
institutionalized 


20%  (Est.) 


80% 
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GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Improve  the  financing  and  delivery  of  immunizations  for  children  and  adults  so  that  no 
North  Carolinian  has  a  financial  or  organizational  barrier  to  receiving  recommended  im- 
munizations. (Using  federal  and/or  state  funds,  provide  all  mandated  immunizations 
without  charge;  use  mobile  teams  and/or  free  transportation  to  facilitate  access.) 

2.  Develop  a  statewide  computer  based  information  system,  using  birth  certificate  data,  to 
track  immunization  compliance. 

3.  Reduce  inappropriate  barriers  such  as  respiratory  infections,  low  grade  fever,  and  parental 
resistance  to  mandated  immunizations.  (Provider  training,  changes  in  agency  protocols, 
education  of  parents.) 

4.  Reduce  missed  opportunities  to  immunize.  (Give  several  vaccines  simultaneously,  give 
needed  vaccines  when  patient  is  seen  for  other  services.) 

5.  Expand  available  hours  for  immunizations  in  local  health  departments. 
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4.  DENTAL  HEALTH 


Dental  disease  is  widespread  in  children  and  is  a  major  cause  of  absenteeism — as  well  as  pain 
and  disability — among  adults.  Most  dental  problems  can  be  prevented  by  early  intervention 
using  relatively  simple,  inexpensive  services  for 
children. 


THE  OBJECTIVE 
Primary  Goal: 


Special  Targets: 


Increase  the  percentages 
of  children  and  youth 
whose  permanent  teeth 
are  free  of  dental  decay. 

Disadvantaged  children 

at  high  risk  for  dental 

disease. 

Children  in  need  of 

sealants. 


BASELINE  DATA 

Indicator 

Decay  free  8  year  olds 
Decay  free  12  year  olds 
Decay  free  15  year  olds 
Decay  free  17  year  olds 
Children  with  Sealants 


Statewide 
1986 

77% 

43% 

22% 

17% 

12% 


DECAY  FREE  8-YEAR-OLDS 
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2000  Projection 
(Current  Trend) 

85% 

65% 

33% 

29% 

NA 


2000  Objective 

90% 
75% 
40% 
35% 
50% 


2. 
3. 


GENERAL  STRATEGIES 

Increased  use  of  sealants.  (For  disadvantaged  children,  cooperation  among  Division  of 
Dental  Health  staff,  community  dentists,  and  charitable  groups  can  remove  financial  barri- 
ers to  this  effective,  low-cost  treatment.) 

Periodic  dental  exams,  counseling,  and  early  treatment. 

Dental  health  education. 


4.  Community  and  school  water  fluoridation. 

5.  School  fluoride  mouth  rinse. 

Note:  These  strategies  effectively  reduce  dental  disease  for  the  entire  population.  However,  children  at  higher 
risk  for  dental  disease  receive  added  benefit. 
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5.  PHYSICAL  FITNESS 


The  benefits  of  physical  fitness  are  well  established  in  terms  of  both  disease  prevention  and 

general  wellness.  Active,  fit  people  are  less  likely  to  suffer  from  heart  disease,  diabetes,  stroke, 

colon  cancer,  back  injuries,  and  a  host  of  other  problems.  They 

tend  to  lead  more  productive  and  more  enjoyable  lives.  In 

short,  they  live  longer  and  better.  Further,  "fit"  need  not 

mean  a  high  degree  of  athletic  conditioning.  Regular 

light  exercise  such  as  walking  can  have  significant  health 

benefits.  Unfortunately,  over  60%  of  North  Carolinians 

are  sedentary  and  nearly  25%  are  overweight.  The  state's 

children  score  12  to  15  %  below  the  national  average  on 

heart-lung  fitness.  Further,  a  recent  study  shows  that 

they  are  two  or  three  times  more  likely  to  be  obese. 


THE  OBJECTIVE 
Primary  Goal: 


Increase  the  level  of  fitness  of 
North  Carolinians  of  all  ages. 


Special  Targets: 


Increase  by  20%  the  performance  of  school  children  on  each  of  five  health- 
related  fitness  tests  (Cardiorespiratory  endurance,  flexibility,  body  compo- 
sition, abdominal  strength  /endurance,  and  upper  body  strength /endur- 
ance). 


BASELINE  DATA 


Increase  to  50%  the  proportion  of  adults  who  perform  at  least  20  minutes 
of  continuous  exercise  three  or  more  times  per  week. 

Increase  to  at  least  40%  the  proportion  of  older  adults  who  perform  at  least 
20  minutes  of  continuous  exercise  three  or  more  times  per  week. 


Indicator 


1990 


2000  Objective 


Children's  performance 
See  following  page 
on  health-related 
fitness  tests. 
(Age  5 -18) 


+20% 


Adults  who  exercise 
(Age  19 -64) 


40.6% 


50% 


Active  older  adults 
(Age  65  &  up) 


31.3% 


40% 
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Average  Score  of  BOYS  on  the  NCCYFS  Fitness  Tests  by  Age 
State  shown  as  boldface;  National  shown  in  plain  text 


Test  Item 

Fitness  Dimension 

6 

8 

10 

12 

14 

16 

Skinfold  (in  mm)* 

Body  Composition 

25.2 

24.6 

28.6 

28.9 

19.1 

20.9 

27.7 

21.6 

21.8 

20.1 

19.3 

19.4 

Sit-and- Reach 
(inches) 

Flexibility 

8.0 

13.2 

9.7 

13.0 

9.5 

13.1 

11.0 

12.7 

14.9 

13.3 

14.4 

14.8 

Bent-Knee  Sit- 
Ups  (in  60  sees.) 

Abdominal  Strength 

20.7 

18.4 

29.0 

25.2 

30.0 

34.4 

37.0 

37.9 

42.5 

41.0 

44.2 

43.5 

Modified  Pull-ups 
(#  completed) 

Upper  Body  Strength 

9.4 

7.3 

13.0 

10.6 

. 

. 

. 

. 

Walk/Runt 
(minutes:seconds) 

Cardiorespiratory 
endurance 

6:03 

5:31 

12:13 

11:04 

11:40 

10:20 

10:34 

9:24 

9:08 

8:40 

7:50 

7:44 

Average  Score  of  GIRLS  on  the  NCCYFS  Fitness  Tests  by  Age 
State  shown  as  boldface;  National  shown  as  plain  text 


Test  Item 

Fitness  Dimension 

6 

8 

10 

12 

14 

16 

Skinfold  (in  mm)' 

Body  Composition 

31.3 

30.6 

39.6 

36.1 

28.7 

22.6 

32.3 

25.3 

29.8 

27.9 

33.1 

28.7 

Sit-and-Reach 
(inches) 

Flexibility 

9.0 

14.1 

10.1 

14.1 

10.1 

14.4 

13.5 

15.5 

16.4 

16.4 

15.9 

17.5 

Bent-Knee  Sit- 
Ups  (in  60  sees.) 

Abdominal  Strength 

20.5 

17.8 

25.2 

23.9 

27.3 

31.4 

33.1 

33.7 

36.7 

34.8 

34.8 

35.1 

Modified  Pull-ups 
(#  completed) 

Upper  Body  Strength 

8.4 

6.6 

8.9 

8.6 

- 

- 

- 

- 

Walk/Runt 
(minutes:seconds) 

Cardiorespiratory 
endurance 

6:10 

5:48 

13:47 

1 1 :58 

14:20 

11:38 

12:13 

11:32 

11:05 

10:42 

11:16 

11:03 

•  For  6-  and  8-year-olds,  skinfold  equals  the  sum  of  triceps,  medial  calf  and  subscapular  skinfolds.  For  10-,  12-,  14-,  and 
16-year-olds  skinfold  equals  the  sum  triceps  and  subscapular  skinfolds. 

t  Six-year-olds  timed  for  one-half  mile;  all  others  timed  for  one  mile. 
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GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Establish  a  community  chapter  of  the  Governor's  Council  on  Physical  Fitness  to  provide 
adult  education  and  emphasis  on  fitness.  (Involve  a  wide  variety  of  organizations  in  devel- 
oping fitness  goals  and  strategies  tailored  to  the  community.  Seek  involvement  by  minority 
groups  and  other  disadvantaged  people.) 

2.  Increase  participation  in  school  based  recreation  and  physical  education  activities  that 
involve  physical  activity.  (Work  with  PTA's  to  establish  physical  education  as  an  important 
part  of  the  school  experience.  Record  and  report  hours  spent  in  actual  exercise.  Organize 
"Parenf  s  Day"  for  parents  to  participate  in  physical  activities  with  their  children.) 

3.  Use  standard  tests  of  knowledge  and  fitness  to  encourage  local  school  systems  to  promote 
competency.  (Compare  schools  within  districts  and  districts  across  the  state.) 

4.  Promote  exercise  facilities  and  programs  in  the  work  place.  (One  appropriate  area  for 
emphasis  is  low  wage  jobs  that  produce  physical  fatigue  without  aerobic  benefits.) 

5.  Provide  more  public  facilities  for  individual  as  well  as  group  activities.  (Promote  coopera- 
tive "do-it-yourself'  projects  to  create  low  cost  facilities  "owned"  by  the  community  as  a 
whole.  Encourage  local  government,  industries,  and  civic  clubs  to  develop  and  support 
facilities) 

6.  Encourage  health  care  providers  to  counsel  patients  on  the  benefits  of  fitness. 

7.  Recognize  fitness  of  entire  groups  (schools,  clubs,  churches,  etc.)  through  local  and  state 
level  contests. 

8.  Invite  community  employers  to  sponsor  competitive  fitness  events.  (Examples:  Great 
American  Workout,  National  Employee  Health  and  Fitness  Day,  Your  Town's  Mayor's 
Fitness  Cup  Day.) 

9.  Recognize  and  provide  publicity  for  model  fitness  programs.  (Youth  programs,  employee 
groups,  minority  programs,  etc.) 

10.  Produce  and  maintain  a  county  directory  of  fitness  resources.  (Identify  barriers  to  their  use 
by  disadvantaged  people.) 

11.  Recruit  college  students  to  work  with  children  and  older  adults  to  start  and  support  exer- 
cise programs.  (Solicit  contributions  for  stipends,  supplies,  and  promotion  items.  Contact 
college  physical  education  departments  to  arrange  internships  and  course  credit.) 
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6.  NUTRITION 


Dietary  factors  are  associated  with  five  of  the  leading  causes  of  death  in  North  Carolina:  coro- 
nary heart  disease,  cancer,  stroke,  diabetes,  and  arteriosclerosis.  These  causes  of  death  fre- 
quently occur  among  older  adults  because  of  poor  dietary 
habits  and  weight  problems  acquired  during  their  youth. 
Overweight  is  both  measurable  and  a  major  cause  of 
preventible  disease.  For  these  reasons  its  reduction  has 
been  selected  as  the  primary  nutrition  objective. 


THE  OBJECTIVE 
Primary  Goal: 


Reduce  the  number  of  North  Caro- 
linians of  all  ages  who  are  over- 
weight. 


Special  Target  Children  and  minority  women. 


BASELINE  DATA 


Indicator: 
Overweight 

Low  income  children 
Ages  0-4 

Low  income  children 
Ages  5-11 

Persons  ages  12-19 

Adults  ages  20-64 

Adults  ages  65+ 

Nonwhite  females  ages  25+ 


1990 


7% 


2000 
Objective 

5% 


16% 

10% 

37% 

15% 

30% 

20% 

30% 

20% 

46% 

23% 

Note:  Data  are  not  available  as  to  the  extent  of  other  dietary  problems  such  as  the  consumption  of  too  much  fat 
and  too  little  fiber.   However,  community  specific  objectives  in  these  areas  are  very  desirable. 
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GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Increase  the  proportion  of  school  lunch  and  breakfast  services  and  child  care  food  services 
with  menus  that  are  consistent  with  the  Dietary  Guidelines  for  Americans.  (Enhance  the 
acceptance  of  foods  served  by  participation  of  parents  and  children  in  evaluation  of  choices, 
flavor,  and  appearance.) 

2.  Increase  the  proportion  of  North  Carolina  schools  that  provide  nutrition  education  from 
preschool  through  12th  grade,  preferably  as  part  of  comprehensive  school  health  education. 
(Test  and  publicize  knowledge  and  attitudes.  Develop  a  community  advisory  group  to 
promote  nutrition  education  in  schools.) 

3.  Reduce  dietary  fat  intake  to  an  average  of  30%  of  calories  or  less  and  average  saturated  fat 
intake  to  less  than  10%  of  calories  among  people  aged  two  and  older.  (Encourage  fast-food 
vendors  to  publish  dietary  information  and  advertise  their  low-fat  options;  work  with  food 
stores  to  promote  the  marketing  of  low-fat,  low-cost  foods.) 

4.  Expand  nutrition  services  to  women  of  childbearing  age,  infants,  and  children.  (Expand 
WIC  to  serve  all  eligible  persons). 

5.  Increase  complex  carbohydrates  and  fiber  containing  foods  in  the  diets  of  adults  to  five  or 
more  daily  servings  of  vegetables  and  fruits,  and  to  six  or  more  daily  servings  for  grain 
products.  (Work  with  community  organizations  to  promote  "Five  a  day"  campaigns. 
Involve  grocers  and  farmers'  markets.) 

6.  Increase  to  80%  the  receipt  of  home  food  service  to  people  aged  65  and  older  who  have 
difficulty  in  preparing  their  own  meals  or  are  otherwise  in  need  of  home-delivered  meals. 
(Involve  volunteer  organizations,  churches,  and  civic  groups.) 

7.  Increase  to  at  least  50%  the  proportion  of  overweight  people  aged  12  and  older  who  have 
modified  their  diet  and  increased  their  physical  activity  in  response  to  being  overweight. 
(Involve  minority  organizations  in  developing  culturally  appropriate  materials  and  ap- 
proaches to  their  members.) 

8.  Increase  the  number  of  mothers  who  breast-feed  their  infants.  (Develop  educational  video- 
tapes and  brochures  for  inclusion  in  prenatal  care  and  postpartum  instruction.  Support  the 
hospital  based  "Baby  Friendly"  campaign) 

9.  Provide  adults  with  education  in  the  preparation  and  selection  of  nutritional,  low  cost 
meals.  (Involve  churches,  civic  groups,  social  clubs,  local  health  departments,  agricultural 
extension  agents,  schools  and  media  in  coordinated  campaigns.) 

10.    Participate  in  Health  Fairs  designed  to  identify  and  assist  overweight  persons.  (Enlist  health 
care  providers  and  hospitals  to  work  with  minority  and  disadvantaged  groups.) 
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7.  SEXUALLY  TRANSMITTED  DISEASE 

A  large  percentage  of  North  Carolinians  require  treatment  for  a  sexually  transmitted  disease 
(STD).  One  of  these  diseases,  AIDS,  is  fatal.  An  estimated  15,000-20,000  North  Carolinians  are 
infected  with  the  HIV  virus  and  represent  a  source  of  deadly  contagion.   Other  sexually  trans- 
mitted diseases  such  as  chlamydia,  syphilis,  and  gonorrhea,  cause  pain 
and  may  result  in  permanent  disability.  The  effects  of  all  these 
diseases  can  be  reduced  by  changes  in  behavior  and  early 
detection  programs. 

THE  OBJECTIVES 


Primary  Goals: 


Special  Targets: 


Reduce  the  number  of  people  who 
contract  sexually  transmitted 
diseases. 

Identify  and  provide  treatment  to  a 

higher  percentage  of  those  infected  with  the  HTV  virus. 

Reduce  by  at  least  30%  the  proportion  of  persons  ages  15-24  who  contract 
sexually  transmitted  diseases. 

Reduce  by  70%  the  number  of  persons  infected  with  syphilis. 

Increase  to  90%  the  percentage  of  STD  patients  and  intravenous  drug  users 
who  are  screened  for  HIV  infection. 


BASELINE  DATA 

Indicator 

Syphilis,  gonorrhea,  chlamydia  cases 
in  15-24  age  group 

Total 
Nonwhite 

Rate  of  syphilis  infection  (Cases  reported) 

Total 

Nonwhite 


Percent  of  STD  clinic  patients  screened  for  HIV 
(Number  of  patients) 

Percent  of  IV  drug  patients  HIV  screened 
(Number  of  patients  in  public  programs) 


Statewide 

2000 

1991 

Objective 

34,240 

23,968 

20,039 

14,520 

31.8 

10.0 

(2,006) 

(731) 

113.3 

34.2 

(1851) 

(673) 

40% 

90% 

(120,000) 

(100,000) 

50% 

90% 

(650) 

(1,000) 
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GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Provide  STD  education  to  school  children  and  other  community  groups  stressing:  modes 
and  risks  of  infection;  symptoms  and  treatment;  delay  of  sexual  experience;  monogamous 
relationships  and  the  risks  of  multiple  sex  partners;  condom  usage;  and  hazards  of  drug 
use. 

2.  Develop  culturally  sensitive  and  appropriate  approaches  to  providing  such  information  to 
disadvantaged  families  and  individuals. 

3.  Provide  information  and  training  to  primary  health  care  providers  to  ensure  that  STDs  are 
recognized  and  barriers  to  prompt  treatment  eliminated. 

4.  Provide  routine  HrV  testing  and  appropriate  counseling  of  high  risk  patients  receiving  STD, 
family  planning,  prenatal,  and  TB  services. 

5.  Encourage  HIV  prevention  training  and  testing  of  other  high  risk  groups  such  as  persons 
with  multiple  sex  partners  and  prostitutes. 

6.  Remove  barriers  to  testing  and  treatment  by  providing  clinical  services  at  times  and  loca- 
tions convenient  to  young  people  and  the  disadvantaged. 
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8.  SUBSTANCE  ABUSE 

The  use  of  illegal  drugs  is  a  public  health  and  law  enforcement  problem  of  epidemic  propor- 
tions. The  use  of  tobacco  is  probably  the  largest  single  cause  of  preventable  death  in 
the  North  Carolina.  Alcohol  use  is  involved  in  more  than  half  of  fatal  automobile 
accidents  and  figures  in  a  large  portion  of  other  deaths  from  both  disease  and 
injury.  Young  people  badly  need  effective  assistance  in  making  decisions  p 

about  the  use  of  these  substances.  iflililll^-- 

THE  OBJECTIVES  ^)v 

Primary  Goals:  To  reduce  the  use  of  tobacco  and  the  inappropriate        if^J^L^H !  ! 

use  of  alcohol  and  other  drugs.  &r 

Special  Targets:         Reduce  by  15%  the  number  of  people  ages  15-20 
that  smoke  regularly. 

Reduce  the  use  of  smokeless  tobacco  to  no  more  than  4%  of  males  ages  12- 
24. 

Reduce  by  50%  the  proportion  of  young  people  ages  10-18  who  have  used 
illegal  drugs  within  the  past  month. 

Reduce  by  50%  the  proportion  of  people  below  the  age  of  21  who  have 
consumed  alcohol  within  the  past  month. 

Reduce  by  80%  the  number  of  people  over  age  20  who  have  consumed 
more  than  five  drinks  on  the  same  day  during  the  past  month. 

BASELINE  DATA 


Indicator 

1990 

2000 
Objective 

Daily  Smokers — Grades  11-12 

10% 

9% 

Daily  smokeless  tobacco  users 
Grades  11-12 

7% 

4% 

Marijuana  use  in  past  30  days  16%  8% 

Grades  11-12 

Have  drunk  beer  in  past  30  days 

Grades  11-12  35%  17% 

Binge  drinkers — Ages  20+  9%  2% 
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GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Tobacco  free  schools  and  work  places.  (Local  ordinances  and  Board  of  Health  regulations.) 

2.  Healthy  living  education  with  emphasis  on  self  esteem  and  life  style  choices.  (Prepare 
videotapes  by  youth  role  models  such  as  college  athletes.  Enlist  community  leaders  as  guest 
lecturers.  Expand  school  based  programs  such  as  DARE  into  after  school  environments. 
Develop  dropout  prevention  programs  with  positive  incentives  targeting  disadvantaged 
youths.) 

3.  Provide  self-help  materials  and  appropriate  services  to  help  smokers  quit  smoking.  (Involve 
churches,  civic  and  social  groups.  Use  work  place  incentives  such  as  awards  and  differen- 
tial rates  for  health  insurance.  Target  county  staff  as  examples  for  community  -  as  well  as 
major  employee  group.) 

4.  Monitor  enforcement  of  existing  restrictions  on  sale  of  tobacco  products  to  minors. 

5.  Provide  drug  free  recreation  and  community  service  activities  for  young  people.  (Use  T- 
shirts,  caps,  and  badges  donated  by  industry  and  civic  clubs  as  incentives.  Involve  young 
people  in  planning  and  organizing  events.) 

6.  Monitor  enforcement  of  laws  against  driving  while  impaired  and  alcohol  use  by  underage 
persons.  (Use  voluntary  court  monitors  and  local  publicity.) 

7.  Develop  new  and  more  practical  techniques  for  testing  drivers  for  drugs  other  than  alcohol. 

8.  Involve  groups  of  disadvantaged  people  in  defining  causes  of  substance  abuse  and  devel- 
opment of  community  specific  campaigns  to  reduce  those  causes. 
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SUICIDES 


Year  2000  Protocoon 


9.  MENTAL  HEALTH 

An  estimated  12%  of  North  Carolinians  suffer  some  form  of  mental  illness.  The  treatment  of 
these  conditions  represents  a  major  public  and  private  expenditure.  Further,  their  disabling  and 
stigmatizing  effects  represent  human  tragedy 
of  immense  proportions.  Unfortunately  com- 
prehensive data  as  to  the  prevalence  of  various 
mental  diseases  are  not  available.  In  fact, 
current  treatment  statistics  are  seen  as  "the  tip 
of  the  iceberg".   Further,  there  is  little  agree- 
ment on  effective  preventive  measures.  There- 
fore, the  Task  Force  proposes  objectives  aimed 
at  suicide,  family  violence,  and  sexual  abuse. 
These  are  areas  in  which  data  are  available  and 
in  which  the  most  promising  approach  appears 
to  be  early  detection  of  problems. 
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THE  OBJECTIVES 

Primary  Goals:  Decrease  by  20%  the  number  of  suicides  in  all  age  groups. 

Decrease  by  10%  the  number  of  cases  of  domestic  assault  and  sexual  abuse. 

Increase  by  100%  the  proportion  of  families  identified  as  being  at  risk  who 
receive  early  intervention  services. 

Special  Targets:         Young  people  showing  signs  of  depression. 

Families  with  histories  of  alcohol /drug  abuse,  violence,  marital  difficulties, 
and  stress. 


BASELINE  DATA 

Indicator 

Suicide  Rate 
(Deaths) 

Domestic  Assaults 

Child  abuse  &  Maltreatment 

Child  sexual  abuse 


Enrolled  Mental  Health  Child 
Service  Coordination 

Receiving  Early  Intervention 


Statewide 
1988-90  Avg. 

2000  Projection 
(Current  Trend) 

2000 
Objective 

13.1 
(861) 

13.2 
(973) 

10.6 
(778) 

17,992 

NA 

16,193 

24,749 

NA 

22,274 

17,177 

NA 

15,459 

1990-91  Avg. 

9,683 

12,000 

3,511 
(33%) 

8,000 

(66%) 
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Note:  The  following  are  very  desirable  goals  for  which  baseline  data  may  become  available  later. 
Communities  may  choose  to  pursue  such  objectives  without  baseline  data  or  develop  local  data 
sources. 

1.  Increase  the  number  of  children  who  receive  appropriate  early  assessment  for  emotional 
problems. 

2.  Increase  the  proportion  of  people  who  seek  help  in  coping  with  emotional  problems  and 
serious  mental  illness. 


GENERAL  STRATEGIES  (and  suggested  tactics) 

1.  Establish  affordable,  family  centered  developmental  screening  services  offered  biannually 
or  as  required,  for  the  entire  community. 

2.  Enhance  mental  health  crisis  services  and  hotlines.  (More  publicity;  911  tie  ins.) 

3.  Psychological  treatment  and  follow  up  of  suicide  attempts.  (Hospital  discharge  planning  to 
include  referral.  Physicians  to  inform  patients  of  public  mental  health  services.) 

4.  Strengthen  family  life  education  in  schools.  (Self  testing  for  early  signs  of  depression.  Con- 
fidential counseling  concerning  personal  problems.) 

5.  Stress  interdisciplinary  approaches  to  children  and  youth  with  severe  emotional  problems. 

6.  Educate  public,  parents,  teachers,  and  care  providers  as  to  warning  signs  and  sources  of 
help. 

7.  Increase  the  proportion  of  providers  of  primary  care  for  children  who  include  assessments 
of  cognitive,  emotional,  and  parent-child  functioning  in  their  clinical  practices. 

8.  Through  improved  identification,  increase  the  proportion  of  children  and  adolescents  in 
need  who  are  referred  to  comprehensive  mental  health  assessments.  (Encourage  practicing 
professionals,  e.g.  physicians,  nurses,  maternity  care  and  child  service  coordinators,  protec- 
tive and  foster  care  coordinators,  psychologists,  psychiatrists,  preschool  personnel,  etc.,  to 
obtain  continuing  education  in  identification  and  referral  of  children  at  risk.) 

9.  Increase  the  number  of  providers  who  offer  High  Risk  Intervention  Services,  Family  Preser- 
vation, In-home  Family  Services,  Family  Counseling,  Family  Support  Services  (Including 
Respite  Care  and  Crisis  Nursery)  and  Early  Intervention  programs  for  children  and  fami- 
lies. 

10.    Develop  early  detection  and  intervention  services  in  cooperation  with  facilities  and  organi- 
zations concerned  with  older  adults.  (Target  individuals  suffering  stress  from  such  causes 
as  loss  of  family  members,  relocation,  physical  handicaps,  memory  loss,  and  being  institu- 
tionalized. 
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10.  CHRONIC  DISEASES 


Adult  North  Carolinians  die  most  frequently  from  five  chronic  diseases.  Each  year,  the  state 

loses  about  10,000  citizens  to  premature  death  from  heart  disease,  cancer,  stroke,  lung  disease,  or 

diabetes.  Tragically,  the  majority  of  these 

deaths  could  be  postponed.  In  fact,  one  third  of 

adult  deaths  occur  among  persons  younger 

than  65.   While  raw  mortality  rates  from  these 

diseases  do  not  differ  greatly,  adjusting  for  age 

at  time  of  death  reveals  significant  disparities 

between  whites  and  nonwhites.  Minority  and 

disadvantaged  people  are  particularly  likely  to 

suffer  premature  death,  lifelong  disability,  and 

financial  ruin  from  chronic  diseases.  Every 

community  should  consider  mounting  or 

expanding  a  campaign  to  reduce  the  impact  of 

chronic  disease  through  healthier  lifestyles  and 

early  treatment. 


FIVE  LEADING  CHRONIC  DISEASES 

D*aths   (Thousand*) 

55  - 

Y«ar  2000  Projection 

50- 

,..---'" 

■45  - 

_.--"*" 

40  -l 

Year  2000  Otfoarw 

inmnno— Klin 

35- 

30- 

- 

25- 

i           i           i           i           i           i           i           i           i           i 
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1S8S-90  31           92          93          94          85          96          87          96          S©       2000 
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THE  OBJECTIVES 
Primary  Goals: 


To  reduce  by  25%  the  death  rates  from  heart  disease,  stroke,  and  lung 
disease. 


Special  Targets: 


To  reduce  by  10%  the  death  rate  from  diabetes. 

To  reduce  by  5%  the  death  rate  from  cancer. 

Disadvantaged  persons  and  others  with  barriers  to  preventive  examina- 
tion and  treatment. 


Adults  with  certain  lifestyle  risk  factors.  Specifically: 

Heart  disease — Nonwhite  males,  white  males,  black  females,  and  post 
menopausal  women  who  are  overweight,  sedentary,  and /or  smokers. 

Stroke — Nonwhite  persons  and  those  who  are  overweight  and/or  have 
uncontrolled  high  blood  pressure. 

Cancer  — Nonwhite  persons  and  those  who  smoke  and /or  consume  high- 
fat  diets. 

Lung  disease — Nonwhite  persons,  smokers,  and  those  exposed  to  airborne 
pollutants. 

Diabetes — Nonwhite  persons  and  all  those  who  are  overweight  and /or 
hypertensive. 
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BASELINE  DATA 


Indicator 

1988-90  Rate 
(Avg.  Deaths) 

2000  Projection 
(Current  Trend) 

2000  Objective 

All  Five  Diseases 

607.4 
(39,897) 

687.1 
(50,660) 

561.8 
(41,423) 

Heart  Disease 

288.8 
(18,967) 

331.9 
(24,469) 

248.9 
(18^52) 

Stroke 

70.2 
(4,613) 

83.2 
(6,135) 

62.4 
(4,602) 

Cancer 

197.2 
(12,956) 

215.5 
(15,888) 

204.7 
(15,094) 

Lung  Disease 

30.8 
(2,023) 

34.0 
(2,508) 

25.5 
(1,882) 

Diabetes 

20.4 
(1,338) 

22.5 
(1,659) 

20.3 
(1,493) 

4. 
5. 
6. 


GENERAL  STRATEGIES  (and  suggested  tactics) 

Initiate  health  promotion  campaigns  tailored  to  community  needs,  assets,  and  situation. 
(Select  target  diseases  and  population  groups.  Involve  representatives  of  the  groups  se- 
lected and  persons  who  have  experienced  the  disease.) 

Educate  public  as  to  risk  factors  and  danger  signs.  (Involve  community  organizations, 
minority  groups,  human  service  agencies,  schools,  media,  and  employees  in  saturation 
campaign.  Make  available  culturally  sensitive  and  technically  sound  material  on  both 
health  promotion  in  general  and  the  targeted  chronic  diseases.  Seek  out  community  leaders 
and  natural  information  sources,  e.g.  ministers,  teachers,  barbers,  beauticians,  cab  drivers, 
and  retailers. ) 

Initiate  lifestyle  screening  in  work  places.  (Provide  computer  based  and  anonymous  per- 
sonal life  style/life  expectancy  examinations  in  work  places.  Advise  employees  as  to  indi- 
vidual problems  and  action  steps.  Advise  employers  and  employee  groups  about  common 
problems.) 

Reduce  use  of  tobacco  and  abuse  of  alcohol  and  other  drugs.  (See  strategies  on  page  21) 

Improve  nutrition  and  reduce  overweight.  (See  strategies  on  page  17) 

Enhance  physical  fitness.  (See  strategies  on  page  15) 
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7.  Provide  free  or  low  cost  screening  and  treatment  for  high  blood  pressure,  diabetes,  obesity, 
cholesterol,  and  addictions.  (Conduct  health  screening  fairs  in  mall  parking  areas  and 
downtown  locations.  Create  mobile  teams  to  visit  churches,  work  places,  and  club  meet- 
ings. Include  Medicaid  and  Medicare  eligibility/referral  personnel  on  screening  teams. 
Organize  clinics  staffed  by  health  care  volunteers  to  provide  continued  medical  manage- 
ment of  conditions  detected.) 

8.  Provide  free  or  low  cost  testing  for  target  groups.  (Examples  include  pap  smears, 
mammograms,  and  vision  testing  for  at  risk  groups.  Coordinate  testing  programs  with 
publicity  campaigns  and  with  provision  of  other  services  such  as  family  planning  and  child 
care.  Anticipate  barriers  such  as  transportation,  confidentiality,  and  work /school  hours.) 
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11.  ENVIRONMENT 


Environmental  protection  is  essential  to  the  good  health  ot  our  citizens.  The  quality  of  the  water 
we  drink  and  the  air  we  breath  directly  affects  the  number  of  healthy  years  we  live.  North 
Carolinians  are  threatened  by  the  build  up  of  toxic  substances  in 
our  environment.  Three  environmental  problems  are  seen  as 
particularly  suitable  for  community  action:  Contamination  of 
groundwater,  exposure  to  lead,  and  solid  waste  disposal. 

One  half  of  North  Carolinians  use  groundwater  as  their 
source  of  drinking  water.  The  location,  construction, 
and  potential  contamination  of  their  wells  is  of  vital  ^ 
concern.  Malfunctioning  septic  tanks  and  abandoned 
wells  can  be  major  sources  of  water  supply  contamina- 
tion. Eighty  of  our  counties  do  not  have  ordinances 
governing  the  construction  and  abandonment  of  individual  residential  wells.  Moreover,  while 
the  installation  of  septic  tanks  is  regulated,  they  are  not  routinely  inspected  unless  problems  are 
detected. 


Environmental  exposure  to  lead  poses  a  significant  environmental  threat  to  the  normal  develop- 
ment of  children.  Continuing  evidence  indicates  that  even  very  low  levels  of  lead  in  the  blood 
are  damaging  to  the  neurological  development  of  children.  A  very  low  percentage  of  our  chil- 
dren are  currently  being  screened  for  this  condition. 

Disposal  of  the  increasing  quantities  of  solid  wastes  generated  by  our  homes  and  businesses 
presents  a  major  problem  and  expense.  Safe  disposition  is  required  to  prevent  ecological  pollu- 
tion but  is  becoming  more  difficult  and  costly  as  population  density  increases,  the  public  be- 
comes more  resistant  to  the  siting  of  landfills,  and  more  sophisticated  handling  is  required. 

THE  OBJECTIVES 

Primary  Goals:  Prevent,  identify  and  correct  sources  of  contamination  of  wells. 

Identify  and  provide  treatment  to  children  with  dangerous  levels  of  lead  in 
their  blood. 

Reduce  by  40%  the  amount  of  solid  waste  disposed  in  public  and  private 
landfills. 


BASELINE  DATA 
Indicator 

Number  of  counties  with  well  ordinances 
Percentage  of  septic  tanks  inspected  on  preventive  basis 
Percentage  of  pre-school  children  screened  for  lead 
Tons  of  solid  waste 
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1990-91 

2000 
Objective 

20 

80 

0% 

20% 

4.1% 

75% 

7,112,501 

4,200,000 

STRATEGIES 

1 .  Enact  county  ordinances  governing  the  construction  and  abandonment  of  wells. 

2.  Initiate  routine  inspection  of  septic  tanks  by  local  health  departments.  (Target  older,  riskier 
installations.) 

3.  Assure  lead  screening  and  reduction  of  blood  levels  to  less  than  15  micrograms  per  liter  in 
75%  of  preschool  children.  (Incorporate  testing  into  public  health  child  care  protocols  and 
pre-kindergarten  examinations.) 

4.  Conduct  aggressive  recycling  programs  within  local  waste  collection  systems.  (Combine 
financial  incentives  and  enforcement  techniques.) 


28 


IV.  The  Implementation  Plan 

From  the  beginning,  Task  Force  members  have  been  acutely  aware  that  success  will  be  deter- 
mined largely  by  actions  of  individuals  and  families  throughout  the  state.  If  those  individuals 
can  be  persuaded  to  adopt  healthier  lifestyles,  the  Task  Force  will  have  a  positive  impact  on  the 
number  of  premature  deaths  and  disabilities.  In  a  free  society,  government  is  limited  in  its 
ability  to  make  decisions  for  its  citizens.  In  many  of  the  areas  addressed  by  Task  Force  objec- 
tives, legislation  would  be  seen  as  interfering  drastically  in  private  life.  Therefore,  the  basic 
approach  recommended  is  to  provide  information  and  motivation  for  individuals  to  decide  for 
themselves  to  live  longer,  healthier  lives. 

Basic  Approach 

The  very  existence  of  the  Task  Force  is  based  on  the  assumption  that  people  are  more  likely  to 
work  toward  objectives  that  they  helped  set  for  themselves.  Therefore,  the  basic  strategy  is  to 
create  a  network  of  community  based  planning  groups  throughout  the  State.  We  recommend 
establishing  a  Governor's  Task  Force  in  each  county.  These  community  groups  will: 

•  Inform  local  leaders  about  health  problems  that  can  be  improved  by  wellness  promotion 
and  disease  prevention. 

0      Create  an  ongoing,  community-oriented  process  for  priority  setting  and  action  planning. 

•  Select  and  tailor  objectives  from  the  list  recommended  by  the  state  level  Task  Force. 

•  Serve  as  the  conduit  for  funding  of  cooperative  health  promotions. 

In  effect,  the  Task  Force  proposes  to  duplicate  itself  throughout  the  state  by  convening  commu- 
nity leaders  to  examine  local  problems  and  marshal  local  resources.  The  proposed  approach 
will  address  areas  not  historically  within  the  scope  of  local  public  health  departments  such  as 
school  curricula,  fitness  programs,  and  substance  abuse . 

The  plan  calls  for  the  public  health  directors  in  each  of  these  communities  to  convene  representa- 
tives of  organizations  representing  a  full  spectrum  of  local  leadership.  These  groups  will  be 
asked  to  review  the  Task  Force's  planning  process  and  objectives.  They  will  be  invited  to  form 
community  task  forces  and  pursue  a  similar  process  to  adapt  those  objectives  to  their  own 
communities.  The  state  Task  Force  will  support  these  community  groups  and  provide  recogni- 
tion and  guidance  for  their  activities. 

Information  from  the  Test  Sites 

Local  planning  was  the  approach  taken  in  the  six  test  sites.  Experience  in  those  sites  has  pro- 
duced some  information  that  will  be  valuable  at  other  locations.  For  example,  it  appears  that: 

1.     Community  leaders  will  attend  and  participate  in  meetings  designed  to  address  local  health 
issues,  particularly  if  invited  by  people  they  respect.  Local  health  directors  used  a  combina- 
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tion  of  direct  contacts  and  second  person  invitations  to  assemble  their  initial  groups.  These 
groups  grew  as  other  participants  were  identified  and  invited. 

2.  Extra  effort  may  be  required  to  attract  leaders  from  business  and  minority  communities. 
Local  health  providers  seem  to  have  fewer  direct  contacts  with  these  sectors  than  they  do 
with  agencies  of  local  government  and  other  service  providers. 

3.  Mortality /morbidity  data  specific  to  counties  is  an  essential  element  both  in  generating 
interest  and  in  developing  specific  objectives.  Without  exception,  community  leaders  were 
interested  in  comparisons  between  their  counties  and  state  averages.  Further,  these  data 
tend  to  bring  home  the  reality  of  health  problems. 

4.  While  local  Task  Forces  will  be  largely  volunteer  efforts,  a  certain  amount  of  staff  support  is 
essential.  Someone  must  arrange  meetings,  collect  data,  document  decisions,  follow-up, 
and  keep  participants  informed.  In  most  cases,  these  functions  will  not  require  a  full  time 
staff  person.  However,  they  will  require  a  significant  portion  of  one  person's  time.  Ideally, 
this  individual  would  have  a  background  in,  and  a  commitment  to,  health  education  and 
community  action. 

5.  Some  initial  "seed  money"  is  very  desirable.  While  most  of  the  projects  proposed  do  not 
involve  large  sums  of  money,  some  funding  will  be  needed  for  publicity,  recognition 
awards,  and  supply  items.  Ideally,  at  least  part  of  these  funds  will  come  from  local  sources 
who  will  take  ownership  and  encourage  long  term  results. 

6.  Early  success  experiences  and /or  recognition  of  community  efforts  will  help  maintain 
enthusiasm.  If  loosely  structured  coalitions  of  community  leaders  are  to  endure  for  seven 
years,  they  will  need  positive  reinforcement.  Unfortunately,  mortality/morbidity  rates  will 
not  respond  immediately  to  even  the  most  effective  action  programs.  Therefore,  we  recom- 
mend "process"  techniques  such  as  health  fairs,  fitness  assessment/contests,  and  health 
habit  surveys  to  provide  short  term  feedback  on  community  progress.  In  addition,  we 
propose  to  recognize  with  "Governor's  Awards"  those  communities  that  achieve  exem- 
plary results. 


Creating  a  Community  Task  Force 

Described  below  is  the  process  for  establishing  a  Governor's  Task  Force: 

1.     Convene  an  initial  steering  group.  A  major  objective  is  to  ensure  a  broad  base  of  commu- 
nity "ownership"  from  the  beginning.  Therefore,  the  first  conference  would  be  a  planning 
session  with  a  group  of  eight  to  twelve  community  leaders  representing  private  physicians, 
hospitals,  disadvantaged  citizens,  school  systems,  employers,  civic  groups,  and  local  gov- 
ernment. It  is  appropriate  that  the  local  health  director  convene  this  group.  However, 
another  interested  community  leader  could  perform  this  function.  Further,  some  communi- 
ties have  already  formed  planning  and/or  development  groups  that  would  appropriately 
assume  a  leadership  role.  The  basic  format  of  these  initial  meetings  would  be: 
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a.  Description  of  Task  Force  process. 

b.  Review  of  proposed  state  objectives. 

c.  Discussion  of  community  problems  vis-a-vis  state  objectives.  Examine  county  specific 
data  for  appropriate  improvement  targets. 

d.  Invitation  to  form  local  Task  Force. 

e.  Development  of  initial  list  of  potential  Task  Force  members. 

f.  Selection  of  potential  chairperson(s).  (Suggestion:  high  status  community  leaders  who 
are  willing  to  devote  an  appropriate  amount  of  time  and  effort.) 

g.  Determination  of  arrangements  for  next  meeting(s).  (Time,  place,  who  will  invite 
whom,  media  coverage,  information  needs,  etc.) 

2.  Form  the  Initial  County  Task  Force.  The  second  conference  would  be  with  a  group  of  20-40 
individuals  selected  by  the  steering  groups  as  the  initial  Task  Force.  Each  of  these  people 
should  have  received  a  personal  invitation  to  attend  and  an  information  package  including 
this  report.  The  suggested  agenda  for  this  session  is  presented  below: 

a.  Review  of  initial  meeting  and  reasons  for  convening  the  group. 

b.  Discussion  of  benefits  of  and  process  for  formation  of  Task  Force. 

c.  Decision  as  to  organization  of  Task  Force. 

d.  Election  of  officers:  Suggest  co-chairs  and  secretary. 

e.  Straw  vote  as  to  initial  priorities:  Suggest  three  to  five  objectives  from  state  Task  Force 
list. 

f.  Initial  planning  for  setting  objectives:  Suggest  having  at  least  one  person  take  the  lead 
for  each  objective  and  consider  subcommittee  approach  to  developing  objectives  and 
strategies. 

g.  Identification  of  additional  people  to  be  invited  to  become  Task  Force  members. 

One  or  more  additional  meetings  will  probably  be  required  to  refine  Task  Force  organization 
and  to  address  the  following  topics: 

a.  Priority  setting  approaches. 

b.  Inventory  of  programs,  services,  and  other  local  resources. 

c.  Data  needs  and  sources. 

3.  Receive  certification  and  recognition  from  the  state  Task  Force.  Community  task  forces 
should  submit  their  measurable  health  objectives  and  action  plans  to  address  these  objec- 
tives for  approval  by  the  state  Task  Force.  Those  task  forces  whose  plans  are  approved  will 
be  certified  as  a  community  Governor's  Task  Force  and  the  service  of  their  members  recog- 
nized on  behalf  of  the  Governor.  Criteria  for  certification  will  be  based  on  the  following: 

a.     Organizational  structure:  Broad  community  representation  is  necessary  to  address  the 
needs  of  the  entire  community.  Suggest:  Local  government,  business  and  industry, 
private  and  public  health  care  providers,  disadvantaged  and  minority  people,  public 
safety  officials,  physical  fitness  advocates,  public  schools,  churches,  civic  organizations, 
retired  persons,  and  social  groups,  etc. 
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b.  Operational  plan:  Appropriate  community-specific  development  of  priorities,  with 
objectives  chosen  from  the  Task  Force  recommendations;  action  plans,  with  emphasis 
on  health  promotion  and  disease  prevention  rather  than  treatment  and  funding  issues; 
assurance  that  concerns  for  the  needs  of  disadvantaged  persons  will  be  included. 

c.  Community  support:  Suggest  endorsement  by  community  decision  making  groups 
such  as  county  commissioners,  hospital  boards,  boards  of  health,  county  medical 
societies,  business  and  industry  and  United  Way,  etc. 

Note:  Contact  Ms.  Sarah  Ahmad,  Director,  Healthy  Carolinians  2000,  in  the  Raleigh  office  of  the 
Department  of  Environment,  Health,  and  Natural  Resources,  for  administrative  support  and 
statistical  requests. 


Legislative  Recommendations 

The  Task  Force  has  concerned  itself  primarily  with  action  that  can  be  taken  by  individual  citi- 
zens and  community  groups  -  rather  than  with  governmental  programs  or  major  changes  in  the 
funding  and  delivery  of  treatment  services.  There  are  several  areas,  however,  in  which  the  Task 
Force  recommends  action  by  state  or  local  government.  These  are  listed  below: 

1.  Permitting  of  firearms.  Easy  access  to  handguns  increases  the  number  of  North  Carolinians 
who  die  from  violence,  suicide,  and  accidents.  In  addition,  the  availability  of  semiauto- 
matic weapons  with  large  magazines  enhances  the  capacity  of  an  individual  to  kill  and 
maim.  The  Task  Force  recommends  a  statewide  system  for  permitting  both  these  types  of 
weapons  to  responsible  owners. 

2.  Reduction  of  DWI  blood  alcohol  level.  Accidents  caused  by  impaired  drivers  remain  a 
major  cause  of  death  and  disability.  Many  persons  with  a  blood  alcohol  level  at  the  current 
limit  of  .10%  are  significantly  impaired.  The  Task  Force  supports  reduction  of  this  limit  to 
.08%  and  urges  strict  enforcement  of  the  law  against  driving  while  impaired. 

3.  Provide  funding  for  all  mandated  immunizations.  Mandatory  immunizations  have  been 
one  of  the  success  stories  of  public  health.  However,  some  North  Carolinians  do  not  receive 
timely  immunizations  that  are  legally  required  because  they  are  unable  or  unwilling  to  pay 
for  them.  The  Task  Force  recommends  that  all  such  immunizations  be  provided  from 
public  funds. 

4.  Close  the  "loophole"  in  legislation  prohibiting  sale  of  tobacco  products  to  underage  per- 
sons. Unlike  that  pertaining  to  the  sale  of  alcohol,  this  law  contains  the  word  "knowingly" 
and  provides  an  effective  defense  against  prosecution  for  illegal  sales.  The  Task  Force 
recommends  that  this  loophole  be  closed  and  urges  consistent  enforcement  of  both  laws. 

5.  Expand  the  use  of  local  ordinances  to  provide  smoke  free  public  environments.  'Tassive 
smoking"  is  a  health  hazard  and  nonsmokers  should  be  protected  from  that  hazard.  The 
Task  Force  urges  local  boards  of  health,  municipalities,  and  counties  to  restrict  smoking  in 
public  areas  and  indoor  space  used  by  nonsmokers. 
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6.  Test  for  lead  in  the  blood  of  all  children  served  by  public  health  providers.  Even  very  low 
levels  of  lead  in  the  blood  can  prevent  normal  development.  Further,  lead  contamination  is 
more  common  among  children  from  disadvantaged  families.  The  Task  Force  recommends 
that  testing  for  lead  be  required  of  all  health  service  providers  funded  by  the  state. 

7.  Enhance  data  systems  supporting  health  planning  and  policy  making.  Many  of  the  Task 
Force's  recommendations  are  based  on  data  from  the  state's  birth  and  death  certificates. 
There  are  other  data  that  would  be  very  useful  in  developing  community  strategies  and 
monitoring  progress.  Some  of  these  data,  such  as  the  causes  and  length  of  hospital  stays  are 
in  data  bases  maintained  by  other  agencies.  Others  are  not  yet  being  collected.  The  Task 
Force  supports  the  Health  Policy  Information  Project  being  pursued  by  the  Center  for 
Health  and  Environmental  Statistics  and  recommends  funding  of  additional  staff  positions 
for  the  Center. 

8.  Require  fencing  of  private  swimming  pools.  Drowning  is  a  leading  cause  of  death  among 
small  children.  One  preventable  cause  of  these  deaths  is  swimming  pools  that  lack  appro- 
priate fencing.  The  Task  Force  recommends  state  legislation  requiring  such  fencing. 

9.  Fund  cost  effective  preventive  and  early  treatment  services  to  Medicaid  recipients.  A  major 
portion  of  the  state's  expenditures  for  Medicaid  is  for  treatment  of  diseases  that  could  have 
been  prevented  or  whose  outcomes  improved  by  earlier  intervention.  The  Task  Force 
recommends  expanding  Medicaid  funded  services  to  include  those  diagnostic  and  treat- 
ment procedures  that  will  reduce  overall  costs. 
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APPENDIX  A 

ORGANIZATIONS  REPRESENTED  ON  THE  TASK  FORCE 

Association  of  North  Carolina  Boards  of  Health 

Governor's  Council  on  Physical  Fitness  and  Health 

North  Carolina  Academy  of  Family  Physicians 

North  Carolina  Association  of  County  Commissioners 

North  Carolina  Association  of  Local  Health  Directors 

North  Carolina  Dental  Society 

North  Carolina  Citizens  for  Business  and  Industry 

North  Carolina  Department  of  Human  Resources 

North  Carolina  Department  of  Environment,  Health,  and  Natural  Resources 

North  Carolina  Hospital  Association 

North  Carolina  Medical  Society 

North  Carolina  Minority  Health  Center 

North  Carolina  Nurses  Association 

North  Carolina  State  Conference,  National  Association  for  the  Advancement  of  Colored  People 

Old  North  State  Medical  Society 

School  of  Public  Health,  University  of  North  Carolina  at  Chapel  Hill 

Tarheel  Association  of  Principals  and  Vice-principals 
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APPENDIX  B 


PRESENTATIONS  TO  THE  TASK  FORCE 


Date 


November  24, 1991 


December  12, 1991 


January  9, 1992 

January  23, 1992 
January  24, 1992 
February  14, 1992 


March  17, 1992 


Presenter 

Dr.  Curt  Furberg  et  al 

Ms.  Sarah  Ahmad 

Ms.  Shellie  Pfohl 

Dr.  Tom  Cole 

Ms.  Alice  Lenihan 

Mr.  Gene  Lengerich 
Ms.  Sally  Malek 

Dr.  Jacquelyne  Jackson 

Dr.  Charles  Cook 

Mr.  Delton  Atkinson 

Dr.  Jesse  Williams 

Mr.  Kelly  Alexander 

Dr.  Dorothy  Browne 

Mr.  John  Mickle 


Subject 

Geriatric  Issues 
Community  Diagnosis 
Physical  Fitness 
Injury  Control 
Nutrition 
Project  Assist 

Black  Elders 

Health  Problems  of  Minority  Adults 

Health  Disparities  of  the 
Disadvantaged 

Delivering  Services  to  the 
Disadvantaged 

Involving  Minority  Organizations 
in  Health  Promotion 

Reduction  of  Violence  Among 
Minority  Youths 

Building  Minority  Coalitions 
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APPENDIX  C 


Unless  specified,  all  data  in  this  report  are  for  North  Carolina  residents.  In  addition,  all 
rates  in  this  report  are  per  100,000  population  unless  specified. 

The  term  "nonwhite"  used  herein  consists  of  all  races  other  than  white.  In  North  Caro- 
lina, the  nonwhite  population  is  about  90  percent  black,  therefore,  nonwhite  is  often  used  as  a 
substitute  for  black  data.  Nonwhite  objectives  often  involve  a  larger  reduction  than  those  for  the 
white  population,  due  to  the  decision  by  the  committe  to  encourage  "closing  the  gap"  in  the 
disparity  in  health  status  between  whites  and  nonwhites. 

The  projections  used  throughout  this  report  were  developed  by  subcommittees  assigned 
to  work  on  specific  sections.  Where  possible,  the  rationale  and  methodology  for  each  projection 
is  included  in  the  notes  for  each  section.  If  no  explanation  of  the  method  of  projecting  is  in- 
cluded, contact  the  data  source  for  further  information. 

All  divisions  listed  as  sources  are  part  of  the  Department  of  Environment,  Health  and 
Natural  resources,  unless  specified  otherwise. 


1.  Injury  Control  Objectives 

Baseline  Data  Source: 

Mortality  -  State  Center  for  Health  and  Environmental  Statistics 
Additional  Explanations: 

Rates  are  resident  deaths  per  100,000  population. 

Projections  year  2000  deaths  are  based  upon  the  application  of  the  1988-90  three-year  age- 
specific  rates  to  the  2000  population  projections.  This  method  retains  the  1988-90  age-specific 
rates,  but  the  change  in  total  rate  is  due  to  the  aging  of  North  Carolina's  population.  Hence,  a 
rate  of  71.0  will  become  72.2  per  100,000  population  solely  because  the  age  characteristics  of  the 
population  will  be  different  in  the  year  2000. 
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2.  Maternal  and  Child  Health  Objectives 
Baseline  Data  Source: 

All  data  -  State  Center  for  Health  and  Environmental  Statistics 
Additional  Explanations: 

Infant  deaths  are  deaths  to  children  born  alive  under  one  year  of  age,  regardless  of  cause 
of  death.  Low  birth  weight  is  defined  as  less  than  2500  grams  (five  pounds,  eight  ounces).  Preg- 
nancies are  comprised  of  live  births,  fetal  deaths  and  induced  abortions. 

Projections  are  5-year  straight-line  projections,  based  upon  the  annual  percent  change  for 
the  period  1986-1990.  The  annual  percent  change  is  applied  to  the  1990  rate  and  subsequent 
rates  to  arrive  at  the  year  2000  projected  rate. 

3.  Immunization  Objectives 

Baseline  Data  Source: 

Immunizations  by  Facility  Type  -  Division  of  Epidemiology 
Pneumonia  and  Influenza  Immunizations  -  Division  of  Epidemiology 

Additional  Explanations: 

Children  are  required  by  age  two  to  have  received  4  DTPs,  3  OPV,  1  MMR,  and  4  FOB 
immunizations.  Children  are  required  to  have  received  appropriate  immunization  for  their  age 
to  be  enrolled  into  day  care  facilities. 

Children  are  required  to  have  received  5  DTPs,  4  OPV,  1  MMR  and  4  HIB  (for  children 
born  after  Oct.  1, 1991)  before  enrollment  into  kindergarten. 

4.  Dental  Health  Objectives 

Baseline  Data  Source: 

Decay  Free  Children  -  Division  of  Dental  Health 

5.  Physical  Fitness 

Baseline  Data  Source: 

Children's  performace  on  fitness  tests  -  NC  Children  andYouth  Fitness  Study, 
Governor's  Council  on  Physical  Fitness  and  Health 

Adults  -  NC  Behavioral  Risk  Factor  Surveillance  Study,  Division  of  Adult  Health 
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6.  Nutrition  Objectives 

Baseline  Data  Source: 

Overweight  Children  -  Division  of  Maternal  and  Child  Health,  Pediatric  Nutrition 

Surveillance  System,  1990 
Overweight  Adolescents  -  Department  of  Public  Instruction,  Youth  Risk  Behavior 

Survey,  1990 
Overweight  Adults  -  Division  of  Adult  Health,  Behavioral  Risk  Factor  Surveillance 

Survey,  1990 

Additional  Explanations: 

In  theYouth  Behavior  Survey,  female  12th  graders  were  asked,  "Do  you  think  of  yourself 
as:  too  thin,  the  right  weight  or  too  fat?" 

Behavioral  Risk  Factor  data  are  for  both  sexes,  and  are  perceptions  of  overweight. 
Pediatric  Nutrition  Surveillace  System  calculates  overweight  by  height  and  weight. 

7.  Sexually  Transmitted  Disease  Objectives 

Baseline  Data  Source: 

STD  Cases  and  patients  screened  for  HrV  -  Division  of  Epidemiology 
Percent  of  IV  drug  users  screened  for  HIV  -  Department  of  Human  Resources, 
Division  of  Mental  Health,  Developmental  Disabilities  and  Substance  Abuse 

8.  Substance  Abuse  Objectives 
Baseline  Data  Source: 

Substance  Abuse  by  Children  -  Department  of  Public  Instruction,  Youth  Risk  Behav 

ior  Survey,  1990 
Binge  Drinking  -  Division  of  Adult  Health,  Behavioral  Risk  Factor  Surveillance 

Survey,  1990 

Additional  Explanations: 

Binge  drinking  is  defined  as  having  five  or  more  drinks  in  one  drinking  session. 
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9.  Mental  Health  Objectives 

Baseline  Data  Source: 

Suicides  -  State  Center  for  Health  and  Environmental  Statistics 
Domestic  Assaults  -  Department  of  Administration,  Council  on  Women 
Child  Abuse  -  Department  of  Human  Resources  -  Youth  Protective  Services 
Child  Service  Coordination  -  DHR  -  Mental  Health,  Developmental  Disabilities 
and  Substance  Abuse 

Additional  Explanations: 

Domestic  assaults  are  assaults  on  women  which  are  reported  to  women's  centers  and 
their  hotlines. 

Child  abuse  data  are  substantiated  cases.  For  each  report  of  child  abuse,  an  investigation 
is  made.  Only  substantiated  cases  are  included  in  this  report.  It  is  estimated  that  for  each  inves- 
tigation 1.4  children  are  involved,  therefore,  the  number  of  cases  has  been  multiplied  by  1.4  to 
more  nearly  represent  the  number  of  children  abused. 

10.  Chronic  Disease  Objectives 

Baseline  Data  Source: 

All  Chronic  Diseases  -  State  Center  for  Health  and  Environmental  Statistics 
Additional  Explanations: 

Rate  per  100,000  resident  population. 

Projections  year  2000  deaths  are  based  upon  the  application  of  the  1988-90  three-year  age- 
specific  rates  to  the  2000  population  projections.  This  method  retains  the  1988-90  age-specific 
rates,  but  the  change  in  total  rate  is  due  to  the  aging  of  North  Carolina's  population. 

11.  Environment  Objectives 

Baseline  Data  Source: 

Counties  with  well  ordinances  -  Division  of  Environmental  Health 
Blood  Lead  Screening  -  Division  of  Maternal  and  Child  Health 
Solid  Waste  -  Division  of  Environmental  Helth 
Septic  Tank  Inspections  -  Division  of  Environmental  Health 

Additional  Explanations: 

The  percent  of  children  that  are  reported  as  having  blood  lead  screenings  are  the  percent- 
age of  all  children  that  go  to  public  health  departments  to  be  screened  for  lead  levels.  Private 
provider  screenings  are  not  reported  to  the  state. 
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